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lllumination of Means of Egress
Hiumination of means of egress, including exit
discharge, is arranged in accordance with 7.8 and
shall be either continuously in operation or
capable of automatic operation without manuai
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Non-working motion sensor lights at
the back of the building were replaced

intervention with new motion sensor lighting. An 11/18/17
18.2.8, 19.2.8 additional sensor light was installed so
This STANDARD is not met as evidenced by: that al! areas of the outsnde‘ fegress
Based on observation and interview, the facility path in the back of the facility are
failed to provide all requirements for egress provided with general and eme:rge.ncy
lighting that is on a motion sensaor. lighting.
NFPA 101 2012 Ed. 19.2.8, 7.8.1.2.2 All other motion sensor lights at the
back of the building were inspected by
This deficiency affects 2 of 4 smoke a certified electrician and replaced, i
compartments. appropriate, in accordance to NFPA
101,
Observation and interview with the maintenance
directc_:r on 10/2/17 at 10;15 PM revealed the Administrator inserviced Maintenance
followmg:_ _ Director on to ensure all areas of the
;ﬁﬁ%%ﬁg?:ﬁgfﬁ;gﬂﬁ? atthe back of the outside egress path in the back of the
e : facility are provided with general and
2. All areas of the outside egress path in the back 2 Vemer:enw fightine, that switch
ggg?g?ncél;%éiﬂr?; provided with general and controllers are listed, that switch
) N . ipped for fail-safe
3. Could not show or provide information that the ':°“"°"er5t_are e tad ton this
outside lighting at the back of the facility was on operation and evariate
emergency power. purpose, that illumination timers are
4. Could not be provided that the motion sensor set for 2 minimum of 15-minute
lights meet the following: duration, that motion sensor lighting is
a. The switch controllers are listed. activated by any occupant movemﬁnt
b. The switch controllers are equipped for in the area served by the lighting units,
fail-safe operation and evaluated for this purpose. that the switch contrc!'IIe.r is ?ctlvated
¢. The illumination timers are set for a by activation of the bulldmg fire a.larm
minimum 15-minute duration. system, if provided.
d. The motion senser is activated by any
occupant movement in the area served by the
lighting units.
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Any deficiency statement ending with an asterisk {*} denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 90 days
following the date of survey whether or not a plan of correction is provided. For nuising homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued

program participation.
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e. The switch controller is activated by An audit conducted by the
activation of the building fire alarm system, if Maintenance Director on ilfumination
provided. of means of egress, including exit
discharge, is arranged in accordance
The malntenance director was present when the with NFPA 101 2012 Ed. 19.2.8,
deﬁceem_:y.was identified and acknowledged by 7.8.1.2.2 will be completed weekly for
t1he; administrator during the exit conference on one month then monthly for two
G/2117.

months and/or until 100% cempliance.
The results of the audit will ke
presented to the Quality
Assurance/Performance improvement
Committee. The Quality
Assurance/Performance Improvement
Cormmittee consists of at least the
Administrator, Director of Nursing,
Assistant Director of Nursing,
Admission Director, Housekeeping
Director, Maintenance Director, Food
Service Director, Activity Director,
Social Services Director, Therapy
Services Director and the Medical
Director.
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